






Introduction: Data on the global health work force is compiled from a variety of sources and rarely 
contains information on provider perspectives. As efforts to recruit and retain health workers in the 
world’s mostly rural settings gain strength, an understanding of providers’ perspectives is becoming 
essential.  
Objective:  What do health workers deem as most important for improving their ability to provide good 
quality of care services?  
Methods: A secondary analysis was conducted of provider responses to the Health Worker Interview 
Questionnaire, as contained in both the 2009 Namibia Health Facility Census and the 2010 Kenya 
Service Provision Assessment. Cross tabulations were run to look for statistical significance of provider 
responses by cadre, facility type and managing authority.  
Results: A desire for more training was the number one item identified by providers in both Namibia 
and Kenya as most important for improving their ability to provide good quality of care services. Other 
top needs included a desire for more staff and a desire for more incentives. Provider responses varied by 
cadre, by the facility type within which they worked and by the managing authority overseeing the 
facility. 
Conclusion: The items identified by providers as most important for improving their ability to provide 
good quality of care services are reflective of the environments within which they work. It is thus highly 
recommended that policy makers, Ministries of Health and others involved in the development of the 
global health workforce acknowledge these items – as identified by providers themselves – when 
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The World Health Organization (WHO, 2007) lists “health workforce” as one of the six essential 
building blocks of a health system, and numerous studies conducted over the last decade echo this point 
by highlighting an intimate link between the size of a country’s health workforce and its health 
outcomes, including such things as vaccine coverage and the percentage of deliveries by skilled birth 
attendants (Speybroeck, Kinfu, Dal Poz, & Evans, 2006). Thus the strength of a health system depends, 
in large part, on a health workforce that has the right combination of skills, knowledge, availability, and 
motivation to meet the unique health needs of the population it serves. Nevertheless, there is broad 
consensus that human resources for health (HRH) have been a “neglected component of health systems 
development in low-income and middle-income countries” (Gupta & Dal Poz, 2009, p. 2), often cited as 
the most critical constraint to achieving the Millennium Development Goals (Dreesch et al., 2005).  
The health workforce is often defined as “all people engaged in actions whose primary intent is to 
enhance health,” a definition that includes both “health service providers,” such as physicians, nurses 
and laboratory technicians, as well as “health management and support workers,” such as 
administrators, ambulance drivers and statisticians who are not engaged in the direct provision of health 
services (WHO, 2006, p.1). Reliable knowledge of who makes up this workforce, in terms of both their 
numbers and characteristics, is essential for the policy formulation and planning necessary to meet 
workforce development objectives centered on having health workers with the right skills in the right 
place at the right time. 
Data on the Health Workforce 
Sources of information on the health workforce are varied, and in many countries “comprehensive data 
on human resources are not available in any one repository” (WHO, 2010, p.25), necessitating the 
2 
 
regular triangulation and synthesis of HRH data for decision making. While some countries have 
adopted human resource information systems (HRIS) that allow for the digital compilation and analysis 
of data on the health workforce, many low-income countries continue to rely on other sources of 
information such as population censuses, labor force surveys, health facility assessments, and civil 
service payroll registries (WHO, 2010). 
Data compiled from these various sources over the last decade indicate that, in addition to inadequate 
numbers of health workers, low and middle-income countries suffer from limited production capacity, 
an uneven distribution of workers, both geographically and by cadre, and high staff turnover and 
attrition coupled with high vacancy and low replacement rates. Human resources management practices 
are also cited as underdeveloped, resulting in a lack of supportive supervision, career structure, working 
conditions and adequate remuneration (Dreesch et al., 2005; Gupta & Dal Poz, 2009). The health 
workforce in these countries tends to be disproportionally clustered in urban areas which benefit the 
wealthy, leaving the rural poor without access to even the most basic of services. 
Efforts to recruit and retain qualified health workers in the world’s mostly rural settings are gaining 
strength, however, as global attention is focused on defining the Sustainable Development Goals which 
will replace the Millennium Development Goals (MDG) set to expire at the end of 2015.  In particular, 
the goal of achieving universal health coverage cannot be attained without a sufficient health workforce, 
and international bodies are calling for the discourse to move beyond a discussion of shortages to focus 
on “the accessibility, acceptability, quality and productivity of the health workforce” (Campbell et al., 
2013, p. iv), a call to action that will require, in addition to regularly collected data points, in depth 





While numerous studies have been conducted with providers to gain insight into their perceptions and 
motivations, these studies are typically conducted in individual countries using tools created specifically 
for the research question at hand. The employment of such a wide variety of assessment methods and 
tools renders comparability across countries and over time nearly impossible, hindering efforts to 
identify trends in data or gaps in knowledge about the global health workforce. 
Thus in order to strengthen the evidence base on HRH from a comparative perspective, a secondary 
analysis was conducted of responses to the Health Worker Interview Questionnaire (HWIQ), as 
included in the 2009 Namibia Health Facility Census (NHFC) and the 2010 Kenya Service Provision 
Assessment (KSPA).  Both the NHFC and KSPA are facility assessments conducted by the 
Demographic and Health Surveys Program (DHS), designed to provide a thorough overview of the 
delivery of health services within a country. The HWIQ, portions of which are included as Appendix A, 
is one of several standardized survey instruments included in these facility assessments. Designed to get 
a sense of the types of services provided by health workers in selected facilities as well as the level of 
training they have received, the HWIQ contains questions regarding “provider qualifications (pre-
service training, experience and continued in-service training), the supervision they have received, and 
their perceptions of the service delivery environment” (National Coordinating Agency for Population 
and Development [NCAPD], 2011, p.4). 
This analysis focuses on the perceptions of health workers regarding what they deem as most important 
for improving their ability to provide high quality of care services. Specifically, the analysis looks at 
health workers’ responses to the question “Among the various things related to your working situation 
that you would like to see improved, can you tell me the three that you think would most improve your 
ability to provide good quality of care services?”  This question, included as Appendix B, is found in 
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the “Working Conditions in Facility” portion of the HWIQ. The question provides health workers with a 
list of fifteen items and instructs them to rank their top three choices from the provided options. It is 
hypothesized that even if health workers’ top three choices are found to be consistent in both Kenya and 
Namibia, provider responses will vary by their professional titles, or cadre, by the type of facility within 
which they work, and by the managing authority overseeing the facility.  
Data Set Description 
This secondary analysis uses provider datasets from the 2009 NHFC and the 2010 KSPA.  In each 
survey health service providers were defined as “one who provides consultation services, counselling, 
health education, or laboratory services to clients,” and only those health workers that provide 
“professional client services” were interviewed. Samples were selected from those providers who were 
both present at the facility on the day of the survey and who provide the services assessed by the survey 
([NCAPD], 2011). Data sets used in the analysis were obtained with permission from the DHS Program 
on January 21, 2015, as noted in Appendix C.  
Namibia Health Facility Census (NHFC) 
Due to the relatively small total number of facilities in Namibia, the NHFC visited each of the 446 
health facilities in the country, though data were only successfully collected from 411 (92%) of them. 
The health facilities that participated in the census included hospitals, health centers, clinics, stand-alone 
Voluntary Counseling and Testing (VCT) centers and sick bays. The NHFC further categorizes these 
facilities by the managing authority under which they operate, including the Namibian Ministry of 
Health and Social Services (MoHSS), or the government, private-for-profit organizations, mission, or 
faith-based organizations (FBOs), non-governmental organizations (NGO), the Ministry of Defense 
(MOD) and the Namibia police.  A total of 1,679 providers were interviewed during the census. 
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Kenya Service Provision Assessment (KSPA) 
The KSPA used a nationally representative probability sample, or a method of sampling that utilizes 
random selection so that each facility in the country had an equal probability of being chosen for 
inclusion in the survey (Trochim, 2006). The KSPA thus collected information from 695 facilities out of 
the 6,192 functioning health facilities operating in Kenya at the time of the survey (approximately 11%), 
including hospitals, health centers, maternity and nursing homes, clinics and stand-alone VCT facilities. 
The facilities were also categorized by managing authority, being managed by the government, private 
organizations, FBOs and NGOs throughout the country. Facility data were weighted during primary 
analysis to account for oversampling and under sampling, in order to represent the actual distribution of 
health facilities in the country. A total of 3,051 service providers were interviewed for the KSPA.  
Methods 
Prior to conducting this analysis, the HWIQ in each survey were compared to identify any discrepancies 
in the data collection tool.  In regards to the question analyzed in this paper, it was noted that the 
question stem in the Namibia questionnaire differed slightly from that contained in the Kenya 
questionnaire. Specifically, the question stem included a reference to HIV/AIDS such that respondents 
were asked to name three things that would most improve their “ability to provide good quality of care 
services for HIV/AIDS” (NHFC). However, given that the list from which respondents could select their 
answers contained general items (such as “More support from supervisors” or “More 
autonomy/independence”) which were the same in both questionnaires, this small variation was 
considered not to affect their perceptions of services in a significantly different way.  
Additionally, an analysis of health service delivery levels in the two countries was conducted in order to 
determine how to best compare facilities. According to the Kenyan NCAPD (2010), the government-run 
6 
 
health system is classified into six service delivery levels, as illustrated in Figure 1. Though the facilities 
at each level provide different degrees of services, the levels are grouped according to their 
responsibilities such that level 2, the dispensaries and clinics, and level 3, the health centres, maternity 
facilities and nursing homes, both primarily provide health promotion and preventive care, in addition to 
some curative services. Levels 4 through 6, the primary, secondary and tertiary hospitals, focus on 
curative and rehabilitative care (KSPA, 2010).  
  
By contrast, the Namibian MoHSS operates a four tier system comprising the following levels of 
facilities: outreach points (level 1), clinics and health centers (level 2), district hospitals (level 3), and 
intermediate and referral hospitals (level 4). Hospitals serve as referral centers for level 2 facilities and 
provide a “full range of medical services including diagnostic, treatment, pharmaceutical, care, 
counselling, rehabilitation, and emergencies” (WHO, 2014).  Little information is available to explain 
the services provided by the outreach points and, as no reference was made to them in the NHFC report 
or data set, they were not included in this analysis.  
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Recoding of Values for Cross Country Comparison 
 Given the different organization of service provision in Kenya and Namibia, the coding of health 
facilities was assessed to ensure an adequate comparison across countries.  It was noted that the KSPA 
data set contained five categories of hospitals (national referral, provincial, district, sub-district and 
other) whereas the NHFC data set did not distinguish between hospital types. The KSPA data was thus 
recoded so that all of the hospital types included in the survey were consolidated and coded as ‘hospital’ 
to match the NHFC data. For Kenya, this represents a consolidation of service delivery levels 4-6, and a 
consolidation of levels 3 and 4 in Namibia. 
Table A-3.1.1 Availability of basic services by type of facility, found in both the KSPA and the NHFC, 
was used to compare the services provided by the lower level facilities in each country. Included in 
Appendix D, the tables indicate that almost identical percentages of health centers in both countries 
offer treatment for sexually transmitted infections (STI) and temporary methods of family planning 
(FP), as well as antenatal care, immunizations and curative care for children. All of these services are 
considered a ‘package of basic services’ and referred to as such in the remainder of this paper. The only 
differences of note were that (1) more Namibian health centers offered FP (a difference of ten 
percentage points) and (2) more Kenyan health centers offered 24-hour facility-based delivery services 
(a difference of 17 percentage points). Thus, while health centers are combined with maternity facilities 
and nursing homes to form the third level of service delivery in Kenya, and with clinics to form the 
second level of service delivery in Namibia, they were considered comparable for the purposes of this 
paper. 
A similar analysis was also conducted to compare the services provided by Kenyan dispensaries and 
clinics in both countries. Tables A-3.1.1. and Tables A-3.2 Facility infrastructure supportive of client 
utilization and quality services, also found in both reports and in Appendix E, were used for this 
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comparison. In general, Kenyan clinics and dispensaries were found to offer similar services, though 
73% of dispensaries offered the full package of basic services as opposed to only 21% of clinics. Also of 
note, only 53% of Kenyan dispensaries reported having electricity as compared to 87% of Kenyan 
clinics. Nevertheless, given that the majority of providers working in dispensaries were those managed 
by the government (64%) and the majority of providers working in clinics were those managed by 
private organizations (69%), it was decided to keep the two types of facilities separate for this analysis.  
Namibian clinics were determined to be more similar to Kenyan dispensaries than Kenyan clinics, yet 
they were generally found to provide more services and have better facility infrastructure than both. 
This is illustrated by the fact that 80% of Namibian clinics provided the full package of basic services 
and 93% reported having electricity, higher percentages for both indicators than found for either type of 
Kenyan facility. The coding of clinics in the original Namibia data set was thus maintained and 
compared against the original coding of clinics in the Kenya data set. 
Finally, stand-alone VCT facilities were consolidated with sick bays in Namibia and recoded “VCT & 
Sick Bays,” while VCT facilities were combined with maternity facilities in Kenya and recoded “VCT 
& Maternity”. This was done in part because of the specific nature of the services provided by both 
VCT facilities and sick bays which, according to the Namibian MoHSS (2010), only provide treatment 
for STI and FP services. It was also due to the relatively small numbers of these facilities in each 
country: 9 sick bays and 15 VCT facilities in Namibia and 17 maternity and 5 VCT facilities in Kenya.   
The coding classification of professional, technical and medical qualifications was then compared 
between both HWIQ to look for variations. As indicated in Appendix F: Comparison of Technical 
Qualifications, significant differences were found between the two, rendering a straightforward 
comparison difficult. Of note, nurses and midwives were considered separate qualifications in the Kenya 
questionnaire whereas in the Namibia questionnaire they were consistently grouped together. 
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Additionally, the Namibia questionnaire contained 23 professional qualifications, while the Kenya 
questionnaire included 16, with only 9 common qualifications found in both. These differences 
necessitated a re-coding of professional qualifications, referred to as “cadre” throughout the remainder 
of this report, in order to make comparisons across countries. Provider qualifications were thus grouped 
into the following four categories:  medical professionals (specialists and medical officers), nurses and 
midwives, laboratory staff (lab scientists and lab technicians) and other.  
Finally, a comparison of the coding of managing authorities overseeing facilities in both countries was 
also conducted. The NHFC data set was created such that facilities managed by “mission” authorities, or 
FBOs, cannot be separated from those managed by NGOs. The Kenya data was thus necessarily recoded 
to reflect this, with FBO and NGO managing authorities combined for this analysis. Additionally, the 
NHFC data set also included facilities managed by the MOD and the Namibia police. Given that these 
only represented 3% of all facilities in the country and are managed by a branch of the Namibian 
government, they were combined with those facilities managed by the MoHSS and coded as “public.” 
Detailed information on all recoding can be found in Appendix G, Recoding of Facilities, Cadres and 
Managing Authorities.  
Data Analysis 
After the recoding described above, provider weights were applied to both data sets using the sample 
weight variable provided by DHS and divided by 1,000,000, as only a sample of available providers 
were selected for interview in each country, and in Kenya from a sample of all facilities nationwide.  
Tabulations were conducted to determine the demographic composition of providers responding to the 
surveys, noting providers’ sex, age, cadre, the type of facility in which they worked and the 
corresponding managing authority. Tabulations were then run to ascertain the top three items identified 
by providers as most important for improving the quality of care they provide. Cross tabulations were 
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run on the top choice in both Namibia and Kenya by cadre, facility type and managing authority to look 
for trends and evaluate statistical significance. All data analysis was conducted using Stata 13.  The 
uncorrected Pearson’s Chi-Square test was used to examine distributions of responses by strata to 
determine statistical significance at the 0.05 level. 
Results 
Demographic Information on Providers Surveyed from Namibia 
At the time of the NHFC, females made up the vast majority of health service providers in Namibia, 
representing 75% of providers interviewed, while males made up only 25%. Of females participating in 
the survey, 72% were classified as nurses and midwives and 23% as ‘other,’ the majority of whom were 
identified as community HIV counsellors (18%).  More males were also classified as nurses and 
midwives (41%) than any other profession, followed closely by 36% identified as ‘other,’ the majority 
of whom were also community HIV counsellors (25%). Of those respondents identified as medical 
professionals, nearly three quarters were males, with females only accounting for 26% of the total. 
Interestingly, nearly equal numbers of males (51%) and females (49%) identified as laboratory staff. 
The average age of Namibian providers was 39 years old. Providers’ ages were somewhat evenly 
distributed, with 29% of providers reporting their age as 29 years old or younger, 25% between the ages 
of 30-39, 23% between the ages of 40-49, 20% between the ages of 50-59, and only 2% reporting their 
age as 60 or older.  Nurses and midwives made up the majority of health workers in the country (64%), 
with both medical professionals (doctors and specialists) and laboratory staff each making up less than 
5% of the health workforce, 4.7% and 4.5%, respectively. Providers that fell under the classification of 
‘other,’ comprising the diverse qualifications noted in Appendix E, made up over a quarter of all survey 
participants (27%), with 20% of these individuals identified as community HIV counsellors.  
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The majority of providers that participated in the census in Namibia worked in clinics (40%) and 
hospitals (38%), with 18% working in health centers and less than 5% working in stand-alone VCT 
facilities (2%) and sick bays (2%). It should be noted, as indicated by Table 1, that hospitals represent 
only 10% of all health facilities in the country, so the percent of survey respondents working in these 
facilities is not nationally representative.  
Table 1.  
  Health Facilities in Namibia 
 
Type Total  
% of Survey 
Respondents 
Hospitals               46 (10%) 37% 
Health Centers 49 (11%) 18% 
Clinics  327 (73%) 40% 
VCTs 15 (3%) 2.5% 
Sick Bays  9 (2%) 1.9% 
      
Total 446 (100%) 100% 
  
Overwhelmingly, the majority of health facilities in Namibia were public, with 77% managed by the 
government. NGOs and FBOs managed 14% of facilities while private organizations managed the 
remaining 9%. The government operated more hospitals (68%), health centers (81%) and clinics (86%) 
than the other management authorities, though FBOs and NGOs operated the highest percentage of VCT 
facilities and sick bays (56%). Private organizations operated more hospitals (58%) than other facilities, 
followed by clinics (32%). Private organizations did not manage any VCT facilities or sick bays. 
Demographic Information on Providers Surveyed from Kenya 
The majority of health workers in Kenya were also female; at the time of the KSPA females made up 
almost 62% of the providers interviewed while males made up the remaining 38%. Almost two-thirds of 
the medical professionals in Kenya were males (64%) and, of females participating in the survey, 65% 
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identified themselves as either nurses or midwives. Only 9% of females were identified as medical 
professionals. Nursing and midwifery was also the largest cadre among male respondents (31%), 
followed by equal numbers of medical professionals (26%) and laboratory staff (26%).  The most even 
distribution between the sexes was found in laboratory staff, where 58% were male and 42% were 
female.  
The average age of Kenyan providers was 37 years old, with the largest proportion of providers in 
Kenya between the ages of 30-39 (34%). While providers reporting their age as 29 years old or younger 
made up 30% of respondents, 22% were between the ages of 40 – 49, 11% were between the ages of 50 
– 59 and only 2% of the health workers interviewed were 60 or older.  Nurses and midwives made up 
over half of the survey respondents (53%), with laboratory staff representing 18% of the health 
workforce and medical professionals another 16%. Providers that were classified as belonging to the 
cadre ‘other,’ as noted in Appendix F, made up the remaining 14% of health workers.  
The largest portion of providers worked in hospitals (32%), followed closely by those that worked in 
dispensaries (29%). An almost equal percentage of providers worked in clinics (18%) and health centers 
(17%), while only 4% worked in stand-alone VCT and maternity facilities. Nurses and midwives made 
up the largest cadre of respondents in every type of facility in the country. Over half (53%) of the health 
facilities in Kenya were public, or managed by the government, 24% were managed by NGOs and 
FBOs, and private organizations managed the final 23%. The government managed more hospitals 
(62%), health centers (74%) and dispensaries (64%) than private organizations or FBOs and NGOs, 
though private organizations managed 71% of Kenya’s maternity and VCT facilities, as well as 69% of 




Comparisons between Providers in Kenya and Namibia 
Both countries had significantly larger proportions of female health workers than male health workers, 
though Namibia had 13 percentage points more females than Kenya. The average age of Kenyan health 
workers was 37 years old, while the average age of Namibian health workers was slightly older, at 39 
years old. The largest percentage of health workers in Kenya were between the ages of 30 – 39, while 
the largest number of health workers in Namibia were 29 years old or younger. Interestingly, Namibia 
had a larger older population of health workers, with 8.4 percentage points more providers between the 
ages of 50-59 (20%), than the 12% found in Kenya.  
Over half of the health workers in Kenya (53%) and close to two-thirds (64%) in Namibia were either 
nurses or midwives. Of note, Kenya had a much higher proportion of medical professionals (16%) than 
was found in Namibia (5%), a difference of 11 percentage points. Additionally, while 27% of Namibian 
health workers were classified as ‘other’ for the purpose of this analysis, 20% of them were identified as 
community HIV counsellors and 5% as TB/HIV field promoters. In Kenya, 14% of respondents were 
categorized as ‘other,’ the majority of them also classified as HIV counselors/lay counselors (11%).  
While hospitals made up the largest portion of health facilities in Kenya (32%), clinics made up the 
largest portion in Namibia (40%), followed by hospitals (38%).  However, given that the services 
provided by Kenyan clinics (18%) and dispensaries (29%) are similar, from a service delivery 
perspective together they accounted for 47% of facilities in Kenya. Both countries had a similar 
percentage of health centers, comprising 18% of all facilities in Namibia and 17% of those in Kenya. 
Females made up the highest proportion of health workers in every type of facility in both countries. In 
Kenya, the highest proportion of females worked in dispensaries (66%) and in Namibia the highest 
proportion of females worked in hospitals (77%). More males in Kenya worked in VCT centers and 
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maternity facilities (43%) than in any other facility type. The same was true in Namibia, where more 
males also worked in VCT centers and sick bays than in any other type of facility.  
The majority of health facilities in both Namibia and Kenya were public, with 74% operated by the 
MoHSS in Namibia and 53% operated by government of Kenya. However, at 23%, Kenya’s privately 
managed facilities were more than double the percentage found in Namibia (9%). Kenya also had a 
higher number of facilities managed by FBOs and NGOs (24%) than Namibia (14%).  
Provider Perspectives: Improving Their Ability to Provide Good Quality of Care Services 
When asked to select three items related to their working situation that would most improve their ability 
to provide good quality of care services, providers in Namibia  selected more training (67%), more staff 
(39%), and more incentives (35%) as their top three.  These choices were followed by better facility 
infrastructure (33%) and better quality of equipment and supplies (23%). In Kenya, health workers also 
ranked more training (61%) as their first choice, followed by more incentives (55%), and more staff 
(43%).  Better quality of equipment and supplies (39%) and better facility infrastructure (23%) rounded 








































Figure 2. Provider Perspectives: 
What would most improve your ability to 




Who Desires More Training and where do They Work? 
Over two-thirds of providers in Namibia desired more training (67%), while in Kenya the demand was 
not quite as great, with 61% of providers responding that they desired more training. As indicated by 
both Figure 3.and Table 2, 71% of medical professionals (doctors and specialists) in Namibia prioritized  
it, along with 69% of nurses, 64% of providers classified as ‘other,’ and 59% of laboratory staff.  In 
Kenya, differences by health worker in their desire for more training by cadre were statistically 
significant (p=0.028), with 72% of providers classified as ‘other’ prioritizing it, followed by 62% of 











0 10 20 30 40 50 60 70 80
OTHER 
MEDICAL PROFESSIONAL 
NURSES & MIDWIVES 
LABORATORY STAFF 
Figure 3: Health Care Worker Desire for More 












































































Total 38.9% 61.1% 100.0% 33.0% 67.0% 100.0%
(1185) (1859) (3044) (543) (1105) (1648)



















In order to get a better understanding of whether the type of facility in which providers worked was 
affecting their desire for more training, further analysis was conducted by facility type. As indicated in 
both Figure 4 and Table 3, close to three quarters of Namibian providers who worked in hospitals 
desired more training (74%), while 68% of providers working in health centers and 66% of providers 
working in VCT facilities and sick bays desired more training. While the percentage of providers 
working in clinics that desired more training was the lowest out of the four groups, they still accounted 
for 60%. These differences by facility type was found to be highly statistically significant (p=0.0009). In 
Kenya, around two-thirds of providers in hospitals (64%), clinics (64%), maternity and VCT facilities 
(63%) and dispensaries (61%) all desired more training. The percentage of providers working in health 
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centers that desired more training was the lowest (53%), but this was still greater than half of all such 
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Total 38.9% 61.1% 100.0% 33.0% 67.0% 100.0%
(1185) (1859) (3044) (542) (1107) (1649)
* Weighted counts change the total number of respondents slightly



















Finally, health workers’ desire for more training was analyzed by the managing authority of the 
facilities in which they worked. As indicated in both Figure 5 and Table 4, providers working for 
privately managed facilities made up the highest proportion of providers who desired more training in 
Namibia (74%), followed by those working publically run facilities (68%) and finally those managed by 
FBOs and NGOs (60%), those these differences are not statistically significant. In Kenya the desire for 
more training by managing authority was statistically significant (p=0.0355), but did not follow the 
pattern seen in Namibia. Providers working for FBOs and NGOs desired the most training (67%), 
followed by 63% of those working in private facilities. Providers working in publically managed 
facilities desired less training than those working under other managing authorities, but at 58% their 
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Total 38.9% 61.1% 100.0% 33.0% 67.0% 100.0%
(1184) (1860) (3044) (543) (1106) (1649)




















Females made up the largest proportion of the health workforce in Kenya and Namibia, though in both 
countries they primarily served in roles requiring less formalized training, such as nurses, midwives and 
HIV counselors.  Though males made up a much smaller portion of the health work force, they 
consistently outnumbered women in the more technical cadres, coded as medical professionals in this 
analysis. This is likely due to cultural norms which prioritize the education of males over females and 
direct women into specific career paths.  
Though each country’s unique health system and attendant levels of service delivery rendered a 
straightforward comparison between facilities impossible, both countries followed a similar pattern in 
that lower level facilities, such as clinics and dispensaries, accounted for the largest proportion of total 
health facilities followed by hospitals then health centers. This is likely due to the fact that clinics and 
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dispensaries are necessarily dispersed throughout these countries in order to provide community 
members with access to the basic package of health services, reducing the need for clients to travel long 
distances to hospitals and health centers. 
Kenya had much larger cadres of both medical professionals and laboratory staff than found in Namibia, 
likely due to the fact that prior to 2010 there was no medical school in the country. Namibian students 
seeking to train as doctors often studied in South Africa, where they were accepted into medical school 
only after that country had met its own needs for the production of medical professionals (Magadza, 
2009).  While nurses and midwives made up the majority of health workers in both countries, a large 
number of respondents identified themselves as HIV counselors in both countries as well. In fact in 
Namibia, there were two times as many HIV counselors as medical professionals and laboratory staff 
combined. This is likely due to the emphasis placed on the prevention and treatment of HIV/AIDS by 
the government and the international community, and is reflective of the epidemiological profiles of 
both countries. The Joint United Nations Programme on HIV/AIDS (UNAIDS) estimates the prevalence 
of HIV among adults aged 15 to 49 in Kenya is 6.0%, while in Namibia the prevalence is 14.3% among 
the same aged population (2013). Nevertheless it is important to note that, while the numbers of survey 
respondents are supposed to represent the proportion of health workers in each country, the HWIQ was 
only administered to those providers that were present at the facility at the time of the survey. Work-
related travel or alternative schedules might cause minor variations in the percentage of respondents 
identifying with one cadre over another. 
Finally, a wide diversity of management authorities were found in Kenya, where facilities managed by 
private organizations, NGOs and FBOs account for almost half of all facilities in the country. In 
Namibia, on the other hand, over three quarters of the country’s health facilities were run by the 
government. This is likely due to the country’s political history of recent decolonization combined with 
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a strong central government. Interestingly, in both countries the majority of VCT facilities were not 
managed by the government, possibly due to the specialized nature of the services provided by these 
facilities, including the need for good medical logistics. 
Health Worker Perspectives 
While this analysis only compared health worker responses from Kenya and Namibia, it is noteworthy 
that training was the number one item identified by providers in both countries as most important to 
improving their ability to provide good quality of care services. Furthermore, though the order of the 
second and third items was not identical in both countries, it is significant that ‘more staff’ and ‘more 
incentives’ were selected as either second or third in both. This was also the case with the fourth and 
fifth most selected items, better quality equipment/supplies and better facility infrastructure.  Thus, 
although providers’ top three choices were not the same in both countries, they followed a similar 
pattern. It is important to note, however, that the HWIQ does not allow for providers to give rationale 
for their selections. Thus a desire for more staff might be more reflective of a poorly organized work 
environment than of an understaffed facility. Likewise, providers may feel uncomfortable telling 
interviewers that a desire for more incentives is their top choice, and elect to list it as second or third. 
Based on the results described above, provider responses did vary by cadre, by the type of facility within 
which they work, and by the managing authority overseeing the facility.  Medical doctors and specialists 
in Namibia had the greatest desire for training while in Kenya staff identified as ‘other’ for this analysis 
desired it the most. Interestingly, when looking by facility type, providers working in hospitals in both 
countries desired the most training, though in Namibia these individuals worked in privately managed 
hospitals and in Kenya they worked in those managed by FBOs or NGOs.  This may be due to the fact 
that hospital staff must attend to a much wider range of health conditions than those seen in laboratories, 
dispensaries and stand-alone VCT facilities, and likely do not have the requisite training to adequately 
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meet the needs of  all of the patients who present at their facilities. Alternatively, it may be due to the 
fact that health workers in hospitals are more likely to receive the training they desire, and thus have a 
cultivated an expectation that it be provided. Still, it may also be due to the fact that several types of 
hospitals were grouped together for this analysis, as described in the methods section, masking 
differences in desires for more training by location and level of hospital.  
In addition to a call for more pre-service training, this analysis likely points to a need for more 
comprehensive in-service training, as the duties and tasks required of health workers are constantly 
shifting in response to the ever-changing priorities that dictate the funding of global health programs. It 
is therefore imperative that national governments, policy makers and international funders ensure that 
health workers receive adequate continued professional development and training so that they are 
equipped to meet the demands of their positions.   
Limitations 
One of the limitations of this paper is that further analysis was not conducted to understand more about 
the providers who identified more training as most important to improving their ability to provide good 
quality of care. Further research should be done to determine both 1) the number of years of experience 
of providers participating in the survey and 2) the number of years each participating provider had been 
working in the facility when the interview was conducted. This information would enable analysts to 
more precisely parse out the training needs of participant providers and determine whether desire for 
more training was universal or specific to either the provider’s level of education or the amount of time 
a provider had been in his or her current position. 
A second limitation of this paper is that it did not incorporate more than two countries into the analysis. 
While both Senegal and Malawi were originally considered for inclusion, Senegal was eliminated due to 
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language constraints and Malawi was eliminated when it was discovered that the data pertaining to the 
research question at hand was recorded in a way that differed considerably from that used in the other 
two surveys. In the Kenya and Namibia data sets each desired improvement is listed as an individual 
variable, such as “desire for more training,” and the percentage of health workers responding to that 
desire is indicated as either “yes”, “no” or “missing”. While this display does not indicate whether the 
desires correspond to a respondent’s first, second or third choice, each desire can be individually cross-
tabulated by other health worker characteristics, as was done in this analysis. The process for recording 
responses to this question changed in the Malawi data set, however, such that the top rated desire of 
each health worker was consolidated into one table with the second and third most selected desires 
consolidated into two additional tables. While this display of data is more informative in that one can 
see the percentages and frequencies with which an item was selected as a first, second or third choice 
among health workers, it does not disaggregate each item and, therefore, cross tabulations of each desire 
by other health worker characteristics is impossible.  
Recommendations 
The greatest value of using a standardized survey instrument like the HWIQ is that it enables 
comparisons to be made across countries that can highlight trends in data or gaps in knowledge 
pertaining to the global health workforce. However, the ability to successfully make such comparisons 
is substantially weakened when standardized nomenclature is not used to describe the cadres to which 
health workers belong.  Utilizing an internationally recognized structure for delineating between cadres, 
such as the International Standard Classification of Occupations (ISCO), would enable researchers and 
international bodies alike to more accurately compare individual country data and provide a deeper 
understanding of who makes up the global health workforce.  Additionally, even when the 
classifications used in data collection are the same across countries, significant information is lost when 
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labels are combined in data sets, as was the case when facilities managed by NGOs and FBOs were 
combined in the NHFC data. Both of these issues preclude the ability of researches to dig deeper into 
the data, limiting the analyses they might conduct.  It is therefore recommended that 1) more work be 
done to persuade countries to adopt the ISCO nomenclature so that it can be utilized in future HWIQ 
and 2) that individuals working with the surveys are trained to maintain variable labels in both the 
collection and entry of data so that they are preserved for future research.  
Finally, training, incentives, quality facility infrastructure, equipment and supplies all contribute to what 
is often termed an enabling environment, or a work environment in which providers are enabled to 
perform at their highest possible level. When health workers are in want of these things they often 
become less motivated to perform their duties well, or to perform their duties at all. Staff that are under-
motivated or absent from work create a reduction in output stemming from decreased total hours 
worked, leading to lower productivity and compromises in the quality and timeliness of medical 
services, all of which negatively affect patients’ welfare and satisfaction.  
This also has an attendant and cyclical effect on those health workers who remain in their facilities, as 
they are confronted with a perpetually excessive workload. This burden, in turn, may cause them to quit 
or migrate to more developed countries in search of better working opportunities, exacerbating the 
situation and resulting in an even greater shortage of health workers. It is no surprise, therefore, that the 
desire for more staff was also listed among the top five desires of health workers completing the HWIQ. 
It is thus highly recommended that policy makers, Ministries of Health and others involved in the 
development of the health workforce acknowledge these items - as prioritized by providers themselves – 
when discussions turn toward how to best use limited resources to improve the delivery of high quality 
care by health workers in their countries.  
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APPENDIX A: SELECT PORTIONS OF THE HEALTH WORKER INTERVIEW QUESTIONNARE  
06/01/2012 
 
MEASURE DHS SERVICE PROVISION ASSESSMENT SURVEY 
 
HEALTH WORKER INTERVIEW 
 
 
Facility Number:                  
 
Interviewer Code: 
                 
 
                 
 
                
 
Provider SERIAL Number: 
  
[FROM STAFF LISTING FORM] 
       
 
        
 
Provider Sex:  (1=MALE; 2=FEMALE) 
                 
 
                
 
Provider Status:  (1=Assigned; 2=Seconded) 
                 
 
                
 
                  
 
Number of ANC Observations Associated with Provider 
        
 . . . . . . . . . .   
 
Number of FP Observations Associated with Provider 
       
 
. . . . . . . . . . .    
Number of Sick Child Observations Associated with Provider 
       
 
 . . . . . . . . . .    
 
Number of STI Observations Associated with Provider 
       
 
 . . . . . . . . . .   
 
        
 
INDICATE IF PROVIDER WAS  YES, PREVIOUSLY INTERVIEWED . . . . . . . 1   
 
PREVIOUSLY INTERVIEWED IN                  
 
ANOTHER FACILITY.                  
 
IF YES, RECORD NAME AND NAME & NUMBER OF FACILITY         END 
 
FACILITY NUMBER WHERE                  
 
HE/SHE WAS INTERVIEWED   NO, NOT PREVIOUSLY INTERVIEWED     2   
 
                  
 
READ THE FOLLOWING CONSENT FORM                 
 
Good day! My name is ________. We are here on behalf of [IMPLEMENTING AGENCY] conducting a study to assist the government in knowing more about    
 
health services in [COUNTRY]. `            
 
Now I will read a statement explaining the study.                  
 
 
Your facility was selected to participate in this study. We will be asking you several questions about the types of services that you personally provide, as 
well as questions about training you have received. 
 
The information you provide us may be used by the [MOH], other organizations or researchers, for planning service improvements or further studies of services. 
 
Neither your name nor that of any other health worker respondents participating in this study will be included in the dataset or in any report; however, there is 
a small chance that any of the respondents may be identified later. Still, we are asking for your help to ensure that the information we collect is accurate. 
 
You may refuse to answer any question or choose to stop the interview at any time. However, we hope you will collaborate with the study.  
Do you have any questions about the study? Do I have your agreement to proceed?  
        2  0 1    
               
 Interviewer's signature DAY MONTH YEAR      
 SIGNATURE OF INTERVIEWER INDICATES INFORMED CONSENT WAS PROVIDED.             
              
101 May I begin the interview now?     YES. . . . . . . . . . . . 1...............  
       NO. . . . . . . . . . . . . 2............... END 
               
 







1. EDUCATION AND EXPERIENCE 
 
102 I would like to ask you some questions about your educational 
background.  
  How many years of education have you completed in total,  . . . . . . . . . .YEARS . 
. .       
  starting from your primary, secondary and further education?              
 
              
 
103  What is your current occupational category or qualification?  GENERALIST MEDICAL DOCTOR. . 
. . . . . .  . . . . . 01.......   
  For example, are you a registered nurse, or generalist  SPECIALIST MEDICAL DOCTOR . . .  . . . . . .  . . . . . 02......  
 
  medical doctor or a specialist medical doctor?  NON-PHYSICIAN CLINICIAN . . . . . . .  . . . . .  . . . . . 03.......  
 
    NURSING PROFESSIONAL . . . . . . .  
. . . . . .  . . . . . 05.......   
    ASSOCIATE DEGREE NURSE. . . . . 
. . . . . .  . . . . . 06.......   
    MIDWIFERY PROFESSIONAL. . . . . .  . . . . . 
. . . . . .07.   
  [list will be country specific - must be  ASSOCIATE DEGREE MIDWIFE. . . .  . . . . . .  . . . . .08.  
 
  extensive, with no need for "other"]  ENROLLED NURSE / ENROLLED MIDWIFE . . . . 09.......  
 
    LABORATORY SCIENTIST. . . . . . . . .  . . . . . 
. . . . . 13.......   
    LABORATORY TECHNOLOGIST. . . .  . . . . . 
. . . . . 14.......   
    LABORATORY TECHNICIAN/ASSISTANT. . . . . . . 15......  
 
    NO TECHNICAL QUALIFICATION/NURSE AIDE. . 95......  
 
    OTHER_____________________________ 96  
 
                 
 
104  What year did you graduate (or complete) with this qualification?              
 
     YEAR            
 
  IF NO TECHNICAL QUALIFICATION (103=95), ASK:              
 
  What year did you complete any basic training for your current            
 
  occupational category?              
 
                  
105 
 
In what year did you start working in this facility? 
              
              
 
     YEAR            
 
            
 
106  Have you received any dose of Hepatitis B vaccine?  YES, 1 DOSE. . . . . .  . . . . . .  . . . . . 1..  
 
     YES, 2 DOSES. . . . .  . . . . . .  . . . . .2...  
 
  IF YES, ASK: How many doses have you received so far?  YES, 3 OR MORE DOSES. . . . . . 3.......  
 
     NO. . . . . . . . . . . . . . .  . . . . . .  . . . . . 4.... 108 
 
            
 
107  Did you receive any of the vaccination as part of your services  YES. . . . . . . . . . . . . .  . . . . . .  . . . . . 1....  
 
  in this facility?  NO. . . . . . . . . . . . . . .  . . . . . .  . . . . . 2...  
 
            
 
108  Are you a manager or in-charge for any clinical services?  YES. . . . . . . . . . . . . .  . . . . . .  . . . . . 1....  
 
     NO. . . . . . . . . . . . . . .  . . . . . .  . . . . . 2...  
 



























8. WORKING CONDITIONS IN FACILITY 
 
800 Now I want to ask you a few more questions about 
your work in this facility.  
 
 In an average week, how many hours do you work in this AVERAGE HOURS          
 
 facility? IF WEEKS ARE NOT CONSISTENT, ASK THE PER WEEK WORKING          
 
 RESPONDENT TO AVERAGE OUT HOW MANY HOURS IN THIS FACILITY          
 
 PER MONTH AND THEN DIVIDE THIS BY 4.           
 
           
 
801 Now I would like to ask you some questions about YES, IN THE PAST 3 MONTHS. . . . . . . . . . . . . . . . .  . . . . . . . 1   
 
 supervision you have personally received. This YES, IN THE PAST 4-6 MONTHS. . . . . . . . . . . . . . .  . . . . .  . 2   
 
 supervision may have been from a supervisor YES, IN THE PAST 7-12 MONTHS. . . . . . . . . . . . . .  . . . . .  . . 3   
 
 either in this facility, or from outside the facility. YES, MORE THAN 12 MONTHS AGO. . . . . . . . . . .  . . . . .   4   
 
 Do you receive technical support or supervision NO. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . .  . . . 5  804 
 
 in your work?           
 
 IF YES, ASK: When was the most recent time?         
 
            
 
802 How many times in the past six months has 
           
          
 
 your work been supervised? NUMBER OF TIMES. . . . . . . . . . . . . . . . . . .          
 
  EVERY DAY. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . '96      
 
            
 
803 The last time you were personally supervised, did           
 
 your supervisor do any of the following:  YES  NO   DK  
 
01 
           
 
Check your records or reports? CHECKED RECORD 1   2   8   
       
02 
           
 
Observe your work? OBSERVED WORK 1   2   8   
       
03 
           
 
Provide any feedback (either positive or negative) FEEDBACK 1   2   8   
       
 on your performance?     05   05  
 
           
 
04 Give you verbal or written feedback that you were doing VERBAL PRAISE 1   2   8  
 
 your work well?           
 
05 
           
 
Provide updates on administrative or technical PROVIDED UPDATES 1   2   8   
       
 issues related to your work?           
 
06 
           
 
Discuss problems you have encountered? DISCUSSED PROBLEMS 1   2   8   
       
           
 
804 Do you have a written job description of your YES, OBSERVED. . . . . .  .  . . .  . . 1   
 
 current job or position in this facility? YES, REPORTED, NOT SEEN    . . 2   
 
 IF YES, ASK: May I see it? NO. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .   3   
 
           
 
805 Are there any opportunities for promotion in your YES. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . .   1   
 
 current job? NO. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . .   2   
 
  UNCERTAIN/DON'T KNOW. . . . . . . . . . . . . . . . . . . 
.
. . .   8   
 
            
 
806 Which type(s) of salary supplement do you receive, if any? MONTHLY OR DAILY SALARY          
 
  SUPPLEMENT. . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .    A   
 
  PERDIEM WHEN ATTENDING          
 
  TRAINING. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . .    B    
 PROBE: Anything else? DUTY ALLOWANCE. . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . .    C    
  PAYMENT FOR EXTRA ACTIVITIES          
 
  (NOT ROUTINELY PROVIDED). . . . . . . . . . . . .  . . . . .  .  D   
 
  OTHER ________________________________    X   
 
  (SPECIFY)          
 
  NONE. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . .    Y    
           
 
807 In your current position, what non-monetary incentives TIME OFF / VACATIONS . . . . . . . . . . . . . . . . . . . . . 
. . . .   A    
 have you received for the work you do, if any? UNIFORMS, BACKPACKS, CAPS, etc.. . . . . . . . . . . . . . . . B   
 
  DISCOUNT MEDICINES, FREE TICKETS          
 
  FOR CARE, VOUCHERS, etc. . . . . . . . . . . . . . 
. . . .   C    
  TRAINING. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .   D   
 
  FOOD RATION / MEALS. . . . . . . . . . . . . . . . . . . . . .  . . .   E   
 
  SUBSIDIZED HOUSING . . . . . . . . . . . . . . . . . . . . . .  . .   F   
 
  NONE . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . .   Y    
            
 




























 808 Among the various things related to your working MORE SUPPORT FROM      
  situation that you would like to see improved, can SUPERVISOR. . . . . . . . . . . . . . . . . . . . . . .  A     
  you tell me the three that you think would most MORE KNOWLEDGE / UPDATES      
  improve your ability to provide good quality of care TRAINING. . . . . . . . . . . . . . . . . . . . . . . . . .   B     
  services? Please rank them in order of importance, MORE SUPPLIES/STOCK. . . . . . . . . . . . . . . . .  C     
  with 1 being the most important. BETTER QUALITY EQUIPMENT/      
   SUPPLIES. . . . . . . . . . . . . . . . . . . . . . . . D  RANKING  
  ENTER LETTER CORRESPONDING WITH THE LESS WORKLOAD      
  1ST MENTIONED INTO THE 1ST BOX, AND REPEAT (i.e. MORE STAFF). . . . . . . . . . . . . . . . .  E     
  WITH THE 2ND AND 3RD. BETTER WORKING HOURS /      
   . . . . . . . . . . . . . . . .FLEXIBLETIMES F     
  IF THE PROVIDER ONLY MENTIONS 1 OR 2 ITEMS MORE INCENTIVES      
  THEN LEAVE THE REMAINING BOX/ES EMPTY. (SALARY, PROMOTION,      
  THERE MUST BE AT LEAST ONE ENTRY. HOLIDAYS). . . . . . . . . . . . . . . . . . G     
   TRANSPORTATION FOR      
   REFERRAL PATIENTS. . . . . . . . . . . . . H     
   PROVIDING ART. . . . . . . . . . . . . . . . . . . . I     
   PROVIDING PEP. . . . . . . . . . . . . . . . . . . J     
   INCREASED SECURITY. . . . . . . . . . . . . . . K .  
   BETTER FACILITY      
   INFRASTRUCTURE. . . . . . . . . . . . . . . L     
   MORE AUTONOMY      
   / INDEPENDENCE. . . . . . . . . . . . . . . . . M     
   EMOTIONAL SUPPORT FOR      
   STAFF (COUNSELING /      
   SOCIAL ACTIVITIES). . . . . . . . . . . . N     
   OTHER. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X     
         
 
 
          THANK YOUR RESPONDENT AND MOVE TO THE NEXT DATA COLLECTION POINT   
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APPENDIX B: LIST OF PROVIDER CHOICES FOR IMPROVING ABILITY TO 
PROVIDE GOOD QUALITY OF CARE 
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  SOCIAL ACTIVITIES). . . . . . . . . . . . N     
  OTHER. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X     
        
 
 




APPENDIX C: PERMISSION TO USE DHS DATA 
On Wednesday, January 21, 2015 9:12 AM, "archive@measuredhs.com" <archive@measuredhs.com> wrote: 
 
You have been authorized to download  Service Provision Assessment (SPA) data from the Demographic and 
Health Surveys (DHS) Program. This authorization is for unrestricted countries requested on your application.  
 
All DHS SPA data should be treated as confidential, and no effort should be made to identify any facility, health 
provider or client interviewed in the survey. 
 
The datasets must not be passed on to other researchers without the written consent of DHS. Users are requested to 
submit an electronic or hard copy of any reports/publications resulting from using the DHS SPA data files. These 
reports should be sent to: archive@dhsprogram.com. 
 
To begin downloading datasets, please login at http://www.dhsprogram.com/data/dataset_admin/login_main.cfm. 
Once you are logged in, you may also edit your contact information, change your email/password, request additional 
countries or Edit/Modify an existing Description of Project. 
 
If you are a first time user of DHS Data, please view the following videos on downloading and opening DHS data: 
http://www.dhsprogram.com/data/Using-DataSets-for-Analysis.cfm#CP_JUMP_14039 
 




Due to the many tables of questions in the SPA, you will need to know which occurrence of questions references 
which topic within the question.  While single variables have variable labels, it was not possible to label the 
occurrences of the variables in tables because of software limitation.  Once standard reformatted files are available, 
and all variables have become single, there will be a .DOC file that will help you to use the data files. It is hoped that 
standard reformatted files will begin to be available in 2012. 
 




* It is essential that you consult the facility, provider and client questionnaires for a country, when using the data 
files.  Questionnaires are in the appendices of each survey's final report, which can be downloaded or ordered from: 
http://www.dhsprogram.com/pubs. 
 
For problems with your user account, please email archive@dhsprogram.com. 
 
For data questions, we highly recommend that users register to participate in the DHS User Forum at: 
http://userforum.dhsprogram.com/. The User Forum is an online community of DHS data users and contains 
discussions about many DHS analysis and dataset topics. Please search the contents of the forum, and if you do not 
see your question addressed, consider posting a new question for users to discuss. 
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APPENDIX E: TABLE A-3.2 FACILITY INFRASTRUCTURE SUPPORTIVE OF CLIENT 
UTILISATION AND QUALITY SERVICES 








Table A-3.2 Facility infrastructure supportive of client utilisation and quality services   





APPENDIX F: COMPARISION OF QUESTION 103 – CURRENT 
PROFESSIONAL/TECHNICAL/MEDICAL QULAIFICATIONS 












APPENDIX G: RECODING OF FACILITES, CADRES AND MANAGING AUTHORITIES 
Recoding of Facility Type  
Kenya Facilities Recoded - Using "G:\Stata\KESR10PV.DTA" 
generate factype =. 
Coded as 1 = Hospital 
replace factype = 1 if u007 ==1 // referral hospitals  
replace factype = 1 if u007 ==2 //Provincial hospital  
replace factype = 1 if u007 ==3 //District hospital  
replace factype = 1 if u007 ==4 //sub-district hospital  
replace factype = 1 if u007 ==5 //other hospital  
 Coded as 2 = Health Center 
replace factype = 2 if u007 ==6 // health centers  
 Coded as 3 = Clinics 
replace factype = 3 if u007 ==7 // clinics  
 Coded as 4 = Maternity & VCT 
replace factype = 5 if u007 ==9 // maternity  
replace factype = 5 if u007 ==10 // stand-alone VCT  
Coded as 5 = Dispensary  
replace factype = 5 if u007 ==8 // dispensary  
 
Namibia Facilities Recoded - using "G:\Stata\NMSR09PV.DTA" 
generate factype =. 
Coded as 1 = Hospital 
replace factype =1 if u007==1 // hospitals  
 Coded as 2 = Health Center 
replace factype =2 if u007==2 // HC  
 Coded as 3 = Clinics 
replace factype =3 if u007==3 // clinics  
Coded as 4 = VCT & Sick Bays 
replace factype =3 if u007==4 // free standing VCT =4 
replace factype =3 if u007==5 // sick bays =4 
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Recoding of Cadre 
Kenya Cadres Recoded - using "G:\Stata\KESR10PV.DTA" 
generate cadre =. //recoding technical qualifications 
  Coded as 1 = Medical 
replace cadre = 1 if w101 ==1 // specialists 
replace cadre = 1 if w101 ==9 // medical officers 
replace cadre = 1 if w101 ==10 // clinical officers  
Coded as 2 = Nurse/Midwife 
replace cadre = 2 if w101 ==21 //BSN Nurse 
replace cadre = 2 if w101 ==22 //RN 
replace cadre = 2 if w101 ==24 // Enrolled nurse 
replace cadre = 2 if w101 ==26 // Nurse aide  
replace cadre = 3 if w101 ==23  // registered midwife 
replace cadre = 3 if w101 ==25 // Enrolled midwife  
Coded as 3 = Lab 
replace cadre = 4 if w101 ==35 // lab scientist 
replace cadre = 4 if w101 ==36 // lab technologist 
replace cadre = 4 if w101 ==37 // lab tech, assistant  
Coded as 4 = Other 
replace cadre = 5 if w101 ==41 // nutritionist 
replace cadre = 5 if w101 ==42 //health education officer 
replace cadre = 5 if w101 ==43 //social worker 
replace cadre = 5 if w101 ==44 // HIV counselor 
replace cadre = 5 if w101 ==45 //public health officer 
replace cadre = 5 if w101 ==46 //public health technician  
replace cadre = 6 if w101 ==71 // no technical qualifications 







Namibia Cadres Recoded - using "G:\Stata\NMSR09PV.DTA" 
generate cadre =. //recoding technical qualifications  
Coded as 1 = Medical 
replace cadre = 1 if w101 ==1 // specialist 
replace cadre = 1 if w101 ==2 // medical officers 
replace cadre = 1 if w101 ==3 // medical assistant  
Coded as 2 = Nurse/Midwife 
replace cadre = 2 if w101 ==21 //"Registered nurse/ midwife" 
replace cadre =2 if w101==22 // Enrolled nurse/midwife 
replace cadre =2 if w101==23 // nurse assistant/auxiliary  
Coded as 3 = Lab 
replace cadre =3 if w101==35 // lab scientist 
replace cadre =3 if w101==36 // lab technologist 
replace cadre =3 if w101==37 // lab technician/assistant  
Coded as 4 = Other 
replace cadre =4 if w101==31 //Pharmacist 
replace cadre =4 if w101==32 // Pharmacy assistant 
replace cadre =4 if w101==41 //Occupational therapist 
replace cadre =4 if w101==42 //Physiotherapist 
replace cadre =4 if w101==43 //Social worker 
replace cadre =4 if w101==44 //Medical rehab officer/ instructor/ worker 
replace cadre =4 if w101==45 //Nutritionist 
replace cadre =4 if w101==46 //Community HIV counsellor 
replace cadre =4 if w101==47 // Community health worker/home-based caregiver 
replace cadre =4 if w101==48 // Lifestyle ambassador (TB/HIV) 
replace cadre =4 if w101==49 // Field promoter (TB/HIV) 
replace cadre =4 if w101==71 // Health inspector/ environmental Health Officer 
replace cadre =4 if w101==72 // Environmental health assistant 





Recoding of Management Authorities 
Kenya Management Authorities Recoded using "G:\Stata\KESR10PV.DTA" 
generate management  =. //recoding managing authority 
Coded as 1 = Public  
replace management = 1 if u008==1 // government/ local municipality 
Coded as 2 = FBO & NGO  
replace management = 2 if u008==2 // ngo/ private not for profit  
replace management = 2 if u008==4 // mission/ faith-based 
Coded as 3 = Private  
replace management = 3 if u008==3 // private for profit  
 
Namibia Management Authorities Recoded - using "G:\Stata\NMSR09PV.DTA" 
generate management  =. //recoding managing authority 
Coded as 1 = Public  
replace management = 1 if u008==1 // MoHSS  
replace management = 1 if u008==4 // MoD  
Coded as 2 = FBO & NGO  
replace management = 2 if u008==2 //NGO and FBO  
Coded as 3 = Private  
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